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Therefore we did not describe any case of ‘‘en block’’
carotid resection, which is obviously more complicated
and unnecessary. Distal stenting position, which may cause
difficult carotid clamping in the event of surgical rescue, is
sometimes encountered, and in our series of 404 carotid
stents performed in the last 3 years, it occurred in approxi-
mately 10% of cases, due to high carotid bifurcation, distal
carotid plaque or inappropriate stent delivery. This possi-
bility should therefore be taken into account if a surgical
conversion becomes necessary.
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In another excellent paper Rothwell considers three
strongly linked questions related to prediction and preven-
tion of stroke in patients with recently symptomatic carotid
stenosis.1 It is important to emphasize that Rothwells
analyses did not include patients excluded from the
randomized trials that were deemed ‘‘High Risk’’ (i.e.
DOI of original article: 10.1016/j.ejvs.2007.11.006.age> 80 years, contralateral occlusion, post-endarterec-
tomy restenosis). It may need further analysis to state
whether Rothwells recommendations can also be applied
on these patients, who represent a 20% to 30% cohort of
a contemporary carotid practice.
Despite being deemed ‘‘High Risk’’, evidence is scarce
that this subgroup in any way negatively influences CEA
results. Furthermore, secondary analyses from NASCET/
ECST2 showed that the key advantage favouring CEA is the
greater absolute risk reduction (ARR) in selected ‘‘High
Risk’’ patients.
In 1989 the American Heart Association issued CEA
guidelines, which allowed an up to 10% periprocedural
stroke risk for patients with post-CEA restenosis. In several
revisions, this figure was never revocated despite several
publications showing equal complication rates for primary
or secondary stenosis. Clearly, the concept of ‘‘High-Risk’’
must be critically reexamined, and a guideline revision is
indicated.
The key for future debate is the definition of what really
constitutes ‘‘High-Risk’’. It might be the plaque, the
procedure, or the patient that makes intervention more
hazardous. Until predictors of increased (stroke) risk can be
reliably identified, the term ‘‘high risk’’ should only be
applied to patients who are symptomatic.
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